very unusual shape, but he still thou,,ht it must be a dental cyst and sug?gestedl an incision high up in the sulcus under the cheek, then removal of the party wall between the cyst and the antrum, so as to make one cavity, and drainage of the antrum into the nose.
The PRESIDENT said that the only case he had seen of a similar nature was in a patient who came up with an enormous swelling, of the upper jaw involv-ing, the orbit so as to make the eye useless. It had the appearance, both radiological and clinical, of a sarcoma. He was about to remove the upper jaw when he discov-ere(I an enormous cyst containing cholesterin crystals and extending up as high as the sphenoid, including all the ethmoidal cells. When it wvas drained the man recov-ered without any sig,Yn of trouble, but had to haxve the eye removed because it was useless.
He recommended the cautious procedure Nvhich AMr. Davis had just described.
DISCUSSION ON THE COMPLICATIONS OF INTRANASAL SURGERY
Walter Howarth: The majority of intranasal operations should be followed by rapid recovery withouit any complications if the usual precautions, operative and post-operative, are observed. From time to time untoward occurrences may arise, and there can be but few surgeons who have not met with accidents or complications of varying degrees of severity. It is surprising that these do not happen more often considering the variable anatomical contours of the nose and its accessory cavities, as well as their close proximity to so many important structures. In addition to this, the delicacy of their architecture and their rich vascular and lymphatic connexions provide many possibilities of extension from a localized intervention. Adequate anaestbesia is the first consideration, whether local or general or combined. If local anesthesia is chosen alone, premedication with careful and gradual painting of the nose with cocaine paste and injection of novocain should be undertaken before the patient is brought to the operating room. I have seen a patient collapse with a syncope that was almost fatal when she was asked to get on to the operating table and cocaine was injected under the inferior turbinate without any previous preparation, Terror and toxaemia were probably responsible.
If general aniesthesia is desired, laryngeal intubation and a postnasal sponge will prevent any possibility of subsequent pulmonary complications arising. For the operation itself, a dry field and perfect illumination go a long way to minimize the risk of operative accidents. Some surgeons appear to despise both.
Mistaken diagnosis may be responsible for serious occurrences, and, though I have never seen a meningocele snared under the belief that it was a nasal polypus and fatal meningitis ensue, I have witnessed almost uncontrollable hiemorrhage occur from a haemangioma of the ethmoid that was mistaken for a simple inflammatory condition.
It has not always been remembered that a purulent rhinitis for which an operation was being undertaken might be diphtheritic in origin. I know of cases in which an adenoid operation was embarked upon to clear up the rhinitis, and though in quite 50%0 of cases in which diphtheritic rhinitis occurs, adenoids are present, yet it is not always so. The presence of intercurrent disease may affect an operation adversely and the possibility of acute otitis media, tonsillitis, pharyngitis, or sinusitis arising is more likely if the patient is already suffering from an imperfectly resolved influenzal attack. The presence of any septic focus in the skin should of course be a warning against operation, and many cases have been known to go wrong when this warning has been disregarded. I shall never forget operating many years ago on a policeman for a maxillary sinusitis and ethmoiditis, by the intranasal route, and, when a tremendous flare-up occurred on the operated side, discovering that he was also suffering from active syphilis.
Perfection of technique is not only of the first importance, but the details of opera-tive procedures should be studied and thought out most carefully if partial operations and unfortunate occurrences are to be avoided. Aetual ocular experience of a particular operation is more valuable than the reading of any amount of written descriptions and, in these days of easy travel, it is a simple affair to go and see an operation carried out in precise and ordered detail and to discuss the steps with the operator.
Inadequate procedures are often the result of attempting to deal by intranasal means with conditions which really demand an external approach. A whole chapter of accidents might be written about the endeavour to put upon the intranasal route more than it can legitimately be expected to bear. To take the ethmoid alone: in the effort to deal with just that last offending cell during the course of an intranasal exenteration, the orbit may be entered, and from this a whole train of complications may ensue. If the bone is sclerosed, a fracture of the cribriform plate may occur or, if the bone is very friable, as is often the case in hyperplastic cases, lymphatic channels may be opened up and the path to intracranial infection established. The most posterior ethmoidal cell is just in front of the cavernous sinus, and the outer part of the posterior wall may be damaged and the sinus become infected. No two ethmoid bones are exactly alike anatomically, so that intranasal intervention should not wander too far in the outward direction. The real problems are to guard against the possibility of unfortunate oceurrences, and to assess the suitability of the case for the intranasal approach. Some attain their goal by a large number of interventions with a strictly limited objective, breaking down cell by cell at repeated intervals, but the tendency in this country has been to try to effect a cure by a single operation, which varies in extent in different hands. I have never been an advocate of set operations in surgery, but I think that in treating ethmoiditis it is of advantage to employ practically the same method in every case, at least in the first instance. I have for many years employed a method which is practically identical with that devised by Mosher of Boston and which he showed me in 1912. The great advantage of this method is that it has a definite anatomical basis and, if its limits are not transgressed, successful exenteration can be achieved a-nd complications are unlikely to follow. No ethmoidal operation, however, is free from risk, and many can recall cases in which the intranasal operation has seemed at least as satisfactory as usual, and yet the patient has developed meningitis and died. Logan Turner and Reynolds have shown that the infection probably spreads along the perineural sheaths of one of the olfactory filaments, but they do not tell us how this may be prevented.
If a cure is not effected by this more or less set operation I think that the intranasal route should be abandoned in favour of an external approach. It is remarkable how free an exposure can be obtained through a very small incision, and in a large number of cases the scar is almost invisible. I am very glad to see that in the culrrent number of the Journal of Laryngology Mr. Norman Patterson advocates this approach, through a somewhat different incision which may give some cosmetic advantages. I believe that if the external approach were employed more often it would certainly make for greater success and greater safety for the patient. I have had some experience of the transantral route, but do not think that the anterior cells can be satisfactorily and safely approached by this route.
The intranasal approach to the frontal sinus is not always an easy one, and even after the lower ethmoidal cells have been removed an aberrant cell may turn the sound outward through the os planum, and a hwmatoma or an orbital abscess may follow.
Usually, however, the end of the sound is felt to engage in the frontonasal duct, and a slight pressure will crush the uppermost cell out of the way and the sinus be entered satisfactorily. On no account should one allow the point of the sound to wander from the lateral mass of the ethmoid and to approach the middle line, as here the roof of the nose, formed by the cribriform plate, is extremely thin; whereas above the ethmoid the floor of the anterior fossa is comparatively thick. I prefer to rely on smooth solid bougies for opening the frontonasal duct, as the use of rasps seems in many cases to complicate the healing process, owing to the formation of exuberant granulations, and the danger of subsequent fibrous stenosis.
As in the case of the ethmoid, the intranasal approach to the sinus should not be tried too highly, and, though I know that many cases of mucocele and orbital abscess have been satisfactorily treated by intranasal means, there is a danger that only partial drainage may be effected so that the inflammatory process tends to spread unchecked. I am a great believer in the intranasal operation on the maxillary antrum, and for many years past have employed the Caldwell-Luc operation very little.
For the success of the intranasal operation the inferior turbinate should be left intact and a large opening made below it. This should extend some way backward and the opening of the nasolacrimal duct thus be respected. I have never been able to appreciate properly the value or necessity of opening up the anterior angle of the antrum, and I never use the forward-ccutting forceps of Wagener or Ostrom. If the nasolacrimal duct is damaged troublesome epiphora is likely to occur.
It is sometimes considered advisable to explore the antrum with trocar and cannula during an operation. If the patient is in the semi-recumbent position, the use of the straight Lichtwitz trocar may be not without danger if pushed too far, and I know of cases in which the optic nerve has been damaged and blindness caused.
I have always found the curved trocar and cannula, suggested by Coakley of NewJ York, a safe and efficient instrument, and have used it for many years, but I have not been able to convince my colleagues of its undoubted merits. Excessive removal of tissue is naturally followed by conditions which arise from too free an airway and the destruction of ciliated epithelium. The inferior turbinates are important functional structuires and should be treated with great consideration.
Dryness of the mucosa, stagnation of secretions, crusting and pharyngeal inflammations arise from too free a sacrifice of essential tissues.
There will always be differences of opinion with regard to the proper time to operate in cases of acute sinus infection and also with regard to the extent of the operative interference. I have seen so many disastrous consequences of untimely intervention that I counsel everybody to try to promote the resolution of inflammation by every means except operation. It is remarkable what a high percentage of cures can be obtained by the use of cocaine packs, cocaine-tipped probes, and an occasional antral puncture, and the dangerous period of acute inflammation be surmounted.
Cutting operations in acuite cases may result in widespread extension of the infection, in osteomyelitis, or even in septicaemia. Traumatic cases also are often best left alone in the first instance, and an antrum full of blood will often clear up by itself when intranasal antrotomy might induce a dangerous suppuration. The majority of intranasal operations are concerned with the establishment and maintenance of free drainage from one or more of the sinuses, so that anything which prevents aeration and drainage is likely to be harmful. For this reason, the aftertreatment of intranasal cases is extremely important, and in the large majority of cases plugging of the nose particularly tight plugging is to be deprecated. By damming back secretions and preventing drainage of infective material extension may take place to other cavities, the middle ear be involved, or intracranial complications arise. I do not mean to say that plugs should never be used. Many cases bleed very freely, and it may be essential in some instances to leave in a light plug for a few hours to control this, but the plug should always be removed the same day. After septum operations it is usual to use some form of packing to maintain the apposition of the flaps and so prevent the formation of a hoematoma whilst at the same time maintaining the position of the septum in the middle line. These plugs need not be tight and need not reach the upper part of the nose. They can be removed in twenty-four hours.
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Healing in intranasal cases usually takes place under blood-clot and congealed secretions, which should, in the main, be disturbed as little as possible, otherwise troublesome adhesions are more likely to occur. Edward D. D. Davis: Most surgeons will agree that for operations in the nasal cavity a good view of the interior of the nose and the area of operation is essential, and that anything in the nature of a blind operation is undesirable. The most efficient illumination is obtained by the head mirror and the reflection of focused light from a 100-watt lamp. Some prefer to use the Clar head-light and mirror. Though there is considerable improvement in the up-to-date head-lamp, the head-lamp is not as efficient as the mirror.
When part of the operation area has been packed with gauze a carefuil count should be kept of the strips so placed, as it is easy to lose pieces of gauze in the nose.
This paper has been written to call attention to the following injuries to the neighbouring structures which have happened in spite of a careful technique (1) Perforations and injuries to the roof of the nose or cribriform plate.
(2) Injuries to the orbit and its contents.
(3) Injury to the optic nerve.
(4) Injury to the naso-lacrimal duct. It should be useful to discuss the methods usually adopted by nasal surgeons, to avoid such injuries and also the treatment of these complications when they arise.
(1) Perforation. Four cases of perforation of the roof of the nose have been recorded by Dr. Logan Turner, two cases by Professor Hugh Cairns, and I have seen seven in consultation, making a total of 13 cases. A perforation of the roof of the lateral mass of the ethmoid near the posterior ethmoidal cells occurred in ten of these. The perforations occurred during the removal of nasal polypi with forceps or during an intranasal operation with forceps on the ethmoidal cells for sinus suppuration. The bone is often brittle and thinned by polypi and by chronic suppuration. The expansion of a sinus by a mucocele not only causes absorption of its bony wall, but the dura in relation to it may be thinned and adherent. An epithelioma of the ethmoid may absorb the roof of the lateral mass of the ethmoid and mav actually project into the anterior fossa. When a malignant growth of the ethmoidal region is removed it is customary to expose the roof of the ethmoid, and in doing so the dura has been perforated without disaster. Three of the cases of perforation of the cribriform plate reported by Logan Turner were produced by Sluder's small hook-knife employed in the performance of what is known as Sluder's operation. In Sluder's operation the small sharp hook-knife is thrust into the olfactory cleft until it comes in contact with the roof of the nose, and it is then turned at right angles and pulled forwards. The object is to detach the middle turbinal and inner plate of bone covering the lateral mass of the ethmoid as high up as possible. The olfactory cleft is a dangerous area, and Logan Turner has reported four other fatal cases of infection of the intracranial structures by way of the olfactory perineural sheaths as the result of injury during the performance of the Sluder operation. The perforation produced by forceps for the removal of polypi or for tearing out the middle turbinal has always been in the region of the roof of the posterior ethmoidal cells when the forceps has been used under cover of the middle turbinal, and directed upwards and backwards. This accident is avoided by keeping the hand upwards and directing the point of the forceps parallel to the roof of the nose. The roof of the anterior ethmoidal cells escapes injury because the forceps is very rarely directed vertically upwards. If sections of the nose are studied, it will be seen that the roof of the posterior ethmoidal cells is the most vulnerable area, and also that the olfactory cleft is well protected by the middle turbinal and the cribriform plate is inaccessible to Luc's or ethmoidal forceps. The periosteum covering the cribriform plate is the thinnest part of the dura mater and may be adherent to the bone, and so it is very easily torn. Perfora-tion of the roof is more common during the intranasal than the external operation on the ethmoid. The posterior ethmoidal artery enters the anterior fossa of the skull from the orbit through a short bony canal in the roof of the posterior ethmoidal cells, and after a short course of a few millimetres within the skull, enters the nose through the cribriform plate.
Autopsy of the above cases of perforation revealed hoemorrhage from this vessel into the anterior fossa of the skull, and owing to the recumbent position of the patient blood drained backwards and was found on the upper surface of the tentorium. It is this severe h-morrhage which kills the majority of these patients within three days.
Though the operator may be unaware that the roof of the nose has been perforated, the escape of cerebrospinal fluid, if present, or a profuse and continued haemorrhage from the site of the perforation is a warning. The flow of cerebrospinal fluid is increased by compression of the jugular vein. The perforation cannot be seen by a careful inspection of the nose, and adequate treatment through the nose is almost impossible. The patient suffers from shock, the pulse is rapid, and there may be a collapse during the operation. After a delayed recovery from the anaesthetic, the patient complains of intolerable headache and is very restless and drowsy. Coma rapidly supervenes and the patient usually dies within three days, before meningitis has had time to develop. In the Sluder cases there has been less intracranial heemorrhage, the patients have lived a little longer, and have succumbed to a rapidly spreading meningitis.
An X-ray photograph shows the presence of air in the anterior fossa of the skull, and a lumbar puncture reveals blood-stained cerebrospinal fluid. In some of the cases the flow of cerebrospinal fluid from the nose was absent, and a diagnostic lumbar puncture was then necessary. In one case, owing to the escape of cerebrospinal fluid, the operator realized that the dura mater had been perforated, and he exposed the roof of the ethmoid by an external incision along the upper and inner margin of the orbit. The tear in a low-lying dura was seen, and the surrounding bony opening was carefully enlarged to allow the brain and dura to bulge into the aperture, which facilitated the closing off of the subarachnoid space. This technique has been adopted when the dura has been perforated during a mastoid operation. In the above case a gauze packing soaked in bipp was loosely inserted, and the patient was kept in the sitting position and made an uninterrupted recovery, the only recovery in this series of cases. The leak of cerebrospinal fluid ceased within ten days, and the patient was well six months after his operation. In order to diminish the intracranial hoemorrhage these patients must be kept in the sitting position and, if possible, packing of the nose should be avoided.
Cairns advocates exposing the perforation in the roof of the nose from above by cutting a transfrontal osteoplastic flap of the skull and then plugging the perforation with a piece of fascia. He has carried out this operation in cases of fracture of the anterior fossa of the skull followed by cerebrospinal rhinorrhoea. The fact that cerebrospinal rhinorrhoea is frequently followed by meningitis even after long intervals when the nose is infected by a stieptococcal or pneumococcal catarrh makes this operation necessary.
Most rhinologists would adopt the external ethmoidal operation and cover the opening in the dura by a fascial graft, especially if the case is diagnosed before the onset of meningitis. The perforation is inaccessible through the nose and cannot be treated by any intranasal operation.
(2) Hcemorrhage into the orbit following a perforation of the thin os planum of the ethmoid is the commonest injury, and in some of these cases there may be a dehiscence of the bone near the posterior edge of the lacrimal bone. It has happened frequently during the ethmoidal operation more particularly on the anterior ethmoidal cells and also in the intranasal frontal sinus operation when the frontonasal duct is enlarged.
Injury to the left orbit is much more common than to the right, because the operator stands on the right of the patient in the usual position and there is a tendency to direct the forceps outwards and to the left. The black eye is typical, and the ecchymosis is maximal at the inner canthus, but if the haemorrhage is considerable the eyeball may be displaced forwards and outwards. The swelling of the eyelids and the displacement of the eyeball may be increased by emphysema. This accident is a source of alarm and great discomfort to the patient, and may result in loss of confidence in the surgeon. All that is necessery in most cases is to keep the patient at rest in the sitting position. The eye is covered by a pad and bandage. If a firm bandage is applied the pad should be changed morning and evening, as any undue pressure on the cornea is a cause of corneal ulceration. The patient is forbidden to blow his nose for a few days.
(3) Injury to the optic nerve.-I have been able to collect the notes of five cases of blindness which followed immediately after ethmoidal operations. The left optic nerve was injured in each case.
Two patients attended my out-patient clinic, and both stated that when they recovered from the anvesthetic after a nasal operation, the left eye was completely blind and had remained so when seen five and nine years after the operation. There was no previous affection of the sight. I found that the left ethmoid had been extensively removed in both cases and there was considerable scarring of the interior of the nose on the left side. There was also optic atrophy, but X-ray photographs of the orbit did not show any abnormality of the optie foramen or orbit.
The third case, of complete blindness and later, left optic atrophy followed imnie--diately after an operation for polypi in wNhich the middle turbinal and part of the ethmoid was evulsed in one piece by forceps. The left eye was swollen after the operation and there was extensive helmorrhage into the orbit. The fourth case occurred immediately after an operation for removal of polypi with Luc's forceps.
There was hatmorrhage into the left orbit, and later paralysis of the internal reetus muscle and optic atrophy. The branch of the 3rd nerve to the internal rectus lies immediately below the optic nerve, and was injured with the optie nerve. The left side of the nose was narrowed by a deflection of the septum which would cause a deviation of the operator's forceps outwards. It -as presumed that in removing the polypi from the posterior ethmoidal region, the Luc's forceps entere(d the orbit and erushed the two nerves. X-ray photographs of the orbit an(d optic foramnen showed no abnormality, but there was an abnormally large posterior ethmoidal cell which encroached on the orbit.
The fifth case was similar to the above and it was thought that the optic nerve was injured by forceps.
Onodi has reported three cases of optic atrophy and blindness. The first followed ani operation for ethmoidal suppuiration. The seconid followred a Killian operation on the right frontal sinus when the chisel and mnallet wNere use(l. The third occurred during the removal of the bone and nasal spine w%ith the chisel in a submnucous resection of the septum. It is presuimed that a fissuredl fraeture through the optic canal had occurred.
Holder has recorded eighty-six post-mortemns of cases of fractuire of the skull.
Fifty-three showed fissuired fractures through the optic eanal. Forty-two showAed blood in the optic nerve sheath. Twenty-seven cases of suici(le shot through the mouth all showed fractures of the optic canal.
Bathe Rawling attributes optic atrophy and blindness following fractlires of the skull to be due to fissured fractures of the optic canal or to the tearing off of the anterior clinoid process.
It is difficult to ascertain the precise injuiry to the optic nerve which occurred during the nasal operations, but it is surmised that the nerve Nas crushedlor stretched by forceps. The optic canal and foramen is large and perfectly smooth, andl there is no sharp edge to injure the nerve if it is pulled. The close relation of the optic nerve to the posterior ethmoid cells and sphenoid and the possibility of the nerve actually passing through these cells calls for considerable care in the use of the forceps for evulsion. It is safer to employ cutting or punch forceps kept in a plane parallel to the outer wall of the nose.
The fact that the left optic nerve was injured in each of the above five cases suggests. that forceps used by the right hand tend to deviate outwards an(d to the left. A bulge of the anterior portion of the septum to the left would increase this outiward deviation of the forceps. If a deviation and deformity of the septum make access to the nose difficult, the septunm should be resected immediately before dealing with polypi or sinus suppuration. The tearing off of the avulsion of the middle turbinal by Luc's forceps is a rough procedure. It is more gentle to cut the upper attachment of the middle turbinal with nasal scissors, then slip the loop of a snare over the bone and detach it. A Ballenger swivel knife can be used instead of the snare. The curetting of the nose is not only rough, but it is a dangerous and unsatisfactory procedure ajnd has resulted in osteomyelitis and severe sepsis. The burr is also a dangerous instrument and demands careful handling.
Blindness and optic atrophy has not followed severe ha_morrhage into the orbit when the inner wall of the orbit has been perforated, but optic atrophy has followed an orbital abscess presumably due to thrombosis of the vessels. In all the cases of injury to the optic nerve recorded above, the loss of sight was permanent.
V'ery little has been done in the recorded cases to treat the injured nerve and, so far as I know, no external ethmoidal operation has been performed to expose the site of injury to the optic nerve. It is possible that such a decompression operation done without delay might prevent the loss of sight.
(4) Injury to the naso-lacrimal duct has been seen on two occasions following an intranasal antral operation. In both cases the window ma,de in the nasal wall of the antrum had been extended into the middle meatus above the attachment of the inferior turbinal. This extension had severed the duct above its funnel-shaped orifice below the inferior turbinal. The window is usually made well below and in front of the orifice of the duct in the inferior meatus. Both patients stated that when they recovered from the operation they complained of blood leaking into the eye. Later, epiphora and lacrimal obstruction followed. When the lacrimal sac was injected with lipiodol and X-rayed, the stricture of the (luct was seen in the middle meatus of the nose. The epiphora is relieved by performing a dacrocystostomy above the strictuire. E. Musgrave Woodman said that he desired to draw attention to tw-o dangers.
The first was in association with the antrum. A medical colleague who had severe rheumatism, together with an infection of the left antrum of latent type, was very anxious to have an operation, but Mr. Woodman was averse from operating, knowing that the man was a poor subject. The patient insisted, however, and every possible precaution was taken. Mr. Woodman washed out the antrum five or six times over a period of six months, gave preparatory treatment with antiseptics, and a long course of vaccine treatment. The man came in due course for operation, staying in the nursing home for three or four days after his journey before the operation was undertaken. The simplest possible intranasal antrostomy with drainage was carried out. But one mistake was made. There was a big spur on the septum projecting out towards the antral opening, and thinking this would stop the (Irainage, Mr. Woodman removed the spur. Two or three days later the temperature began to rise and swing, and the patient developed cavernous thrombosis with septicaemia and died. On reflection Mr. Woodman was quite convinced that he had opened up the septum to infection by a highly infective antrum. It was impossible to dogmatize from one case, but when the conclusions were in accord with the splendid w ork of Logan Turner and Reynolds, which showed the intimate connexion between the lymphatics running up the septum and the venous sinuses, the conclusion seemed justifiable.
The other danger to which he would call attention was that associated with apical infection in the central and lateral upper incisor teeth. A young married woman came for a straightforward septum operation. Everything was done according to plan, but on the following day she had a temperature of 104°F., developed photophobia, head retraction, and all the signs of meningitis. Fortunately, on the following day she had a haemorrhage, and although it was so severe that she nearly lost her life, it was stopped and the loss of blood was the means of saving her. The hemorrhage unquestionably came from the cavernous sinus, and was so severe that three transfusions were required. Afterwards she said, ' I wonder whether it had anything to do with the teeth. One of my front teeth is dead and had three or four abscesses under it ". That tooth was not a crowned tooth, but there was a small hole at the back which apparently had infected the nerve.
He had seen two or three cases in which apical abscesses in two central upper and two lateral upper teeth had given rise to trouble, but he did not think he had ever seen one in the apex of the canine teeth. These did not seem to have the same connexion with the lymphatics of the septum as the incisor teeth had. Another danger not mentioned in the opening papers was that arising from the ordinary washing out of the sphenoidal sinus. He had reason to believe that a good many accidents occurred every year as a result of that procedure. Douglas Guthrie said that one possible cause of meningitis following nasal surgery was the absence of a preliminary cleansing before the operation. Before an operation through the skin, its surface was carefully prepared, but in the nose, operation was commenced without preparing the mucous membrane in any way. It was important in operating, for example, on the antrum, to wash out puis from the antrum as a preliminary. Various antiseptics were used after operations and each operator had his favourite application; some did not use any application after operating on the nose.
He agreed with Mr. Davis that direct injury of the nasal roof almost invariably occurred through the ethmoidal roof rather than through the cribriform plate. The latter was an extraordinarily thick structure. Some years ago he made an experiment on a specimen to see if he could perforate the cribriform plate, and only after applying considerable force was it possible do to so; on the other hand it was quite easy to perforate the roof of the ethmoid. But he thought the case which developed meningitis was not usually an example of direct injury to the meninges, it was the result of sepsis in the upper part of the nose, which had been described and illustrated in some books as the dangerous area He imagined that nobody used Sluder's knife now, and so far as he knew Sluder's operation had been in disuse for a number of years. Another interesting point raised by Mr. Davis was the danger of evulsion of the middle turbinal with forceps. He thought it much better to use a snare. Some people thought that an intranasal antrostomy should be performed through the region of the ostium in which the cilia were acting and where normal drainage took place. Whether that was a sound argument or not he did not know, but he did know that antrostomv in the middle meatus region could be a dangerous procedure. W. S. Thacker-Neville said he could speak as one who had had three operations on his own antrum, and he knew that the internal antrostomy was a very uncomfortable operation unless a little bit of the anterior end of the inferior turbinate were excised. He advised every operator to take off a small portion at the end.
With regard to Sluder's knife, he wanted to stand up for Sluder. He had worked with Sluder, and he thought his knife a very convenient instrument, but it must be held properly, not like a golf club, but rather like a violin bow. In using Sluder's knife for operating on the ethmoid, he generally entered the sphenoid first and made the starting point for entering the ethmoid in the sphenoid, feeling the thick bone at the back. He also advocated the use of the spoon to complete a radical ethmoid operation after Sluder's knife had opened up all the cells. It was true that the spoon sometimes caused hkemorrhage into the orbit, which consisted of a little discoloration of the lower eyelids, but the haemorrhage was slight and quickly cleared up.
The real danger which he had experienced in earlier days could now quite well be avoided, namely, that of operating on acute cases. There was now no excuse for doing so. The short-wave diathernmy was at hand, and afforded the greatest relief to pain and also very often cured the condition. The short-wave apparatus, together with sulphanilamide, had done away with the temptation to operate on acute cases.
T. Ritchie Rodger thought that some of the misfortunes to which reference had been made might be avoi(led by refusing altogether to pack the nose after operation. He had not put a pack into the nose for many years. Misfortunes when they occurred might be more due to the packing than to the actual operation. Many operators for years now had been in the habit of correcting a septal deformity which hindered operative access to the ethnmoid region. He himself had done this in dozens of instances and had not once had reason to regret doing so. Packing could be omitted after almost any intranasal operation. He left no packing after operation for polypi, nor did the septal operation require it. If the flap were replaced and Whitehead's varnish or some similar material applied, the amount of bleeding after operation, assuming that careful local anaesthesia was carried out, was no greater than with the use of packing.
Herbert Tilley said that his first personal experience of intranasal surgery was at the end of his uindergraduate days, when he went to a well-known rhinologist for nasal obstruction. His left inferior turbinal was cauterized. Within fortyeight hours he had a temperature of 102°F., on the following day 103°F., and the nose was in a painfuil condition. On the third day a sore throat developed which ended in a " quinsy" of the left tonsil which burst spontaneously. He had seen two or three cases of acute tonsillitis following the same operation.
He wished to mention a rare accident which happened in hospital ten or twelve years ago. He passed a cannula into a man's left frontal sinus without meeting any obstruction, and then took an empty syringe to see whether the air-cell contained any pus. Within thirty seconds the patient fell from his chair and was hemiplegic for about ten minutes. He did not complain of any pain and the paralysis soon disappeared. It seemed that it was due to an air bubble or embolus which had been injected into a blood-vessel of the mucous membrane.
He agreed with Mr. Ritchie Rodger that in most intranasal operations it was inadvisable to pack the traumatized regions.
T. B. Jobson said that during the last five years in simple antrostomies he had used gauze packing with argyrol, and he had never had the slightest trouble. He had no doubt that as a consequence the antrostomy opening remained more patent, the soft tissues were folded back, and he was sure that ultimately the opening was maintained more efficiently.
